. Among the 15 patient's family members, the prevalence of PTSD may be even higher (up to 57%) 16 (Beusekom et al., 2016) . Along with PTSD, family members may also experience symptoms 17 of depression and anxiety, a syndrome called post-intensive care syndrome (PICS family) 18 (Jensen et al., 2015; van Beusekom et al., 2016) . Other factors that increase the risk of PICS 19 family include condition severity, patient age and sex, whether the patient is treated with a 20 ventilator, the severity of the illness, and previous anxiety in the family (Jensen et al., 2015; 21 van Beusekom et al., 2016 , Köse et al. 2016 . A recent study found that these symptoms in 22 family members persisted 3 months after ICU discharge while they decreased in patients 23 (Fumis 2015) . PICS family, should therefore be assessed in the family members of patients 24 who survive ICU treatment (Probst et al. 2016 ).
The study design was a pilot RCT with the intervention group undergoing the Health
23
Promoting Conversations and the control group receiving usual care. The study included 17 families recruited consecutively, seven in the intervention group and 7 ten in the control group. The inclusion criteria were as follows: patient age >18 years; patient 8 treated in the ICU for at least 72 hours and alive; at least one family member (age >15 years) 9 interested in participating. Nurses at the intensive care unit asked the patient if he or she and 10 some of the family members were interested in participating in the study. The families who
11
showed an interest were then contacted by the nurses (AE, IW) to obtain oral and written 12 content.
13
Three weeks after each patient was discharged from the ICU, the nurse responsible for the 14 Health Promoting Conversation intervention sent written information by mail about the study 15 and then made a phone call to the patient to ask if he or she was interested in participating in 16 the study. If a family member agreed to participate, the patient identified other family 17 members, and they were also asked to participate. Both the patients and the family members 18 had to understand Swedish and be able to sign an informed consent form. Before The patient and family members first discussed the aim of the intervention. The aim of the 5 Health Promoting Conversations intervention is to create a context for change that was 6 related to each family's identified problems and resources. The discussion also provided 7 framework for the conversation series and discussed the expectations of the family and the 8 nurses regarding the conversations and each other's roles. All family members were invited 9 to tell their own stories and to listen to each other's stories about how they were experiencing 10 the current situation. The conversation sessions focused on topics that each family considered 11 important, and the dialogue and questions aimed to identify and make use of the resources 12 available within and outside the family (Wright & Leahey, 2009 ).
In the intervention group, there were three health-promoting conversations with each family 
Data collection

12
Demographic self-reported data were collected during 2013-2015 from the families.
13
Additional baseline data were collected to assess family functioning and wellbeing in the 14 intervention group and the control group 1-2 months after the critical illness and before the 15 start of the intervention. Follow-up assessments were conducted 3 and 12 months after the 16 critical illness for both groups. Additionally, background data, including health history, were 17 collected using a self-administered questionnaire that asked about age; sex; education level; 18 habits like smoking, alcohol consumption, and physical activity; psychosocial support; co-19 morbidity; and risk of mortality (Charlson et al., 1987) .
20
Based on a power calculation for this study using an unpaired t-test for a larger study, at least 21 100 patients and family members were needed (50 in the intervention group and 50 in the 22 control group) for the study. The calculation was based on a medium effect size (ES = 0.6, α 23 = 0:05; 1-β = 0.8). This pilot study was conducted to determine whether a larger study is 24 merited, and this study included 17 families.
Instruments
1
The primary outcome variables in this study were family functioning and the secondary 2 outcome variables were family wellbeing. The following instruments were used in this study: has shown satisfactory reliability and acceptable validity of 0.90 (Bylund et al., 2015) .
20
The reliability coefficient Cronbach's alpha was 0.86 (95% CI 0.72-0.94) p<0.001, in this 21 study.
22
Family wellbeing
24
Family wellbeing was assessed with two instruments, F-SOC/F-KASAM and HHI. in this study.
11
The Herth Hope Index (HHI) was developed for use in advanced cancer patients (Herth, 12 1992) and is based on a model developed by Dufault and Martocchio (1985) . The instrument sub-scales are transformed to a scale from 0 to 100, where a higher score indicates better 6 perceived health. The SF-36 is a well-established and frequently used instrument and has 7 good reliability and validity (Ware, 1992 This study conformed to the principles outlined in the Declaration of Helsinki (WMA 2013).
22
Permission to perform the study was obtained from the Regional Ethics Review Board in sensitive manner and were given verbal and written information about the study. They provided written informed consent prior to their participation. Participants were informed 1 during each conversation that they could withdraw from the study at any time without any 2 effects on any future treatment and care. In addition, the participants were told that they could 3 meet with a social worker if they wished, but the situation did not arise during the 4 intervention. All recorded personal data and identifiable information were considered to be 5 confidential and were stored securely. patient was not alive after 12 months (report raw data 65% in the intervention group and 40%
13
in the control group). We didn't ask the families the reason for this due to ethical reasons, but 14 it was likely because of sickness and fatigue. Family wellbeing, as measured by KASAM/stress, showed decreased stress in the 4 intervention group after 3 months but not after 12 months compared with the control group.
5
Hope (HHI) did not show greater improvement after 3 or 12 months in the intervention group 6 compared with the control group. There were no significant differences between the groups 7 ( Figure 2 ).
9
Health-related quality of life
10
There was statistically significant increase in how the intervention families perceived two of When the results for patients in the intervention and control groups were analysed, the results
24
were similar to those found for the groups as a whole (i.e. for patients plus family members in each group). The one exception was the HHI. For this instrument, hope was improved among 1 the patients between baseline and 3 and 12 months when their data were analysed separately 2 (data not shown; see Appendix 2). There were no significant differences. Conversation, and a follow-up visit at 12 months showed that this increase was maintained.
10
Regarding the control group, we assume that follow-up visits could have positive effects on support from family members is very important for the patient and has a significant impact on 21 the patient's HRQoL (Tilburgs, 2015) . In addition, in population-based studies and in other patient groups, hopelessness after critical illness is an independent predictor of risk of 23 somatic disease and death (Garvin, 2009; Everson, 2000) . 
Limitations
13
The results in this study are preliminary, the study was rather small and a limitation is also 14 that we do not have equal groups. However, this was a pilot study, and the positive results
15
suggest that a larger study is warranted. Notably, however, the HHI scale showed a reliability 16 coefficient of 0.61, which may indicate that the conclusions should be carefully considered 17 (Benzein, Berg et al. (2003) . In addition, 65% of the intervention families members and only
18
40% of the controls completed the study at 12 months and may be related to fatigue and 19 sickness of the patient and family members. 
11
• This will prevent family ill-health and promote family functioning and well-being.
12
• This study will therefore add to clinical practice to support families affected by 13 illness, whose support needs have often been unrecognised and unsupported. Benzein, E., Saveman, BI., 2008. Health-promoting conversations about hope and suffering 1 with couples in palliative care. Int J Palliat Nurs. 14 (9), 439-445. 
